Monteggia fracture treated by external fixation I was delighted to see Mr Henman's report on successful management of a compound fracture in an Afghan soldier by external fixation (October 1997JRSM, pp 499-500).
The fact that the pins were still clean after 361 days and the fracture healed without complication is a credit to careful daily attention to the apparatus.
It seems to me that the daily polishing and lubrication of the metal pins was the key to avoiding pin track infection, which plagues this method of treating fractures. By keeping the skin mobile at the point of insertion there is no tendency to skin irritation and necrosis. This may be an important lesson to all those using external fixators.
There are many circumstances when the modern instrumentation for internal fixation by intramedullary rods, compression plates or screws is not available or is inappropriate. In such a situation external fixators provide a valuable alternative, provided special care is taken to reduce the fracture accurately, distraction of the fractured bone fragments is avoided, and the wounds and pins are managed scrupulously.
In situations where expensive external fixators are not available, the insertion of threaded pins and their fixation with cement to a turnbuckle works very well. I have used this for severely comminuted fracture/ dislocation of the lower end of the radius with great success whilst working in Yellowknife (Northwest Territories of Canada) and in Bermuda. I called this the 'Macleod operation', after the hardware store from which a good selection of turnbuckles was obtained ( Figure 1 ). The cost was about $5 (about £3) per apparatus and the cement was that used for total joint replacement. The pins were left in place for only five to six weeks and not 361 days as in the case of the Afghan soldier of Mr Henman. One of my patients was a geologist from Ethiopia who, whilst working in the gold mines in the Northwest Territories, sustained a severely comminuted fracture dislocation of his wrist. After treatment with the Macleod operation he regained excellent function in his wrist.
*_!azi^-^^^**x~~~~~~~~~~~~~~~~~~~xvg'S.. .~~~~~~. Figure 1 Turnbuckle apparatus with threaded pins securely attached by cement. This photograph was taken after the pins had been divided and the apparatus removed.
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On returning home to Ethiopia, he wrote to say that he was very pleased with the result of this simple and inexpensive procedure. Figure 2 shows the results of the Macleod operation in another young man who sustained a comminuted intra-articular fracture of his wrist whilst working in the Northwest Territories. have sustained neck trauma that had gone unnoticed.
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There are reports of transient Horner's syndrome with cervical cord injuries, although all but one of the patients were paraplegic'. Horner's syndrome is seen after whiplash injuries to the neck2. Traumatic oculopupillary syndrome occurs most often in injuries of spinal nerve roots, and in rare instances is reversible3. In one case a 7-yearold boy, who had been sent home after treatment for soft-tissue injuries sustained in a motor vehicle accident, developed Horner's syndrome three days after the accident. He had not lost consciousness and had sustained only mild head trauma. His initial cervical spine X-ray and computed tomographic scan of the brain were both normal, but repeat cervical spine Xrays including flexion and extension views showed large separation between the spinous processes of vertebrae C7 and TI, which needed a neurosurgical intervention4. In another case a 43-year-old woman with sudden onset of Homer's syndrome and no history of any trauma was eventually found to have an intemal carotid artery dissec-tion5.
Dr Impallomeni states that a 'combination of total ptosis with marked miosis excludes both Homer's syndrome and a third nerve palsy'. This may not be true. In cases of ptosis, neither the onset, completeness, presence or absence of pain nor spontaneous recovery seem to be a reliable indicator of the aetiology or site of the lesion6. In third nerve palsy due to an intracavernous aneurysm, the pupil is often unaffected and may often be small from simultaneous involvement of the sympathetic innervation in the paracarotid plexus6.
An interesting point in the history was the drooping of right eyelid when tired with gradual return to normality. This raises the possibility of ocular myasthenia, which can be precipitated by stress. In this condition there are no pathognomonic features on .7 physical examination Pupillary abnormalities, including anisocoria, accommodative abnormalities and abnormal pupillary responses, are reported in ocular myasthenia8-evidence that, in addition to its action at the neuromuscular junction, myasthenia gravis can affect smooth muscles or autonomic nervous system or both. Although the rugby player had no other signs of a third nerve lesion, a demyelinating lesion remains a possibility. Isolated pupil-sparing third nerve palsy can be the presenting sign of multiple sclero- 1997 JRSM, pp 636-9) propose that the origin of the myth of vampirism was pellagra. They incidentally recall that rabies has been linked with vampire folklore That this is the most likely disease to be associated with vampirism was shown in 1982 by Gomez Alonso2, who ten years later published a whole book on the subject3. Independently I had made the same hypothesis in my own book on the history of rabies4. One of the characteristics of vampirism is that a living being (man or animal) once bitten becomes inclined to bite which is exactly the case with rabies, although its transmission by human bite is very rare. Furthermore, the myth of vampires and vampirism originated in Central Europe (Carpathians area) in the third part of the 18th century where the occurrence of injuries caused by rabid dogs and wolves was frequently reported.
And it is not fortuitous that the name 'vampires' has been given to hematophagous bats (Desmodus, Artibeus, Hemiderma) transmitting rabies to cattle and man in Central America.
Although pellagra may be related to vampirism, rabies seems to be the more probable disease having inspired it. J Theodorides 16 Square Port-Royal,
75013-Paris, France
In their case report (December 1997 JRSM, pp 688-689) Dr Butler and colleagues say that surgery is the commonest method of treatment for perianal Paget's disease. We agree; but we cannot accept their view that radiotherapy has no place in treatment because of high recurrence rates. The paper by Jensen et al.', quoted to support this assertion, reports a series of 22 patients of whom only 2 received radical radiotherapy. One of these patients, with invasive disease, received a dose of 30 Gray and no fractionation schedules were included. Most radiotherapists would regard 30 Gray as a suboptimal dose for management of invasive carcinoma if given as conventional fractions of 2 Gray. Jensen et al. clearly stated that the number of patients treated in their series was too small to allow any conclusion about the efficacy of radiotherapy. To our knowledge no randomized trials have been performed in the treatment of perianal
